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A LITERATURE REVIEW OF INTIMATE PARTNER VIOLENCE 
AGAINST WOMEN IN INDIA  
ALISSA TERESE NOLAN 
ABSTRACT 
Knowledge of intimate partner violence (IPV) against women in India has great 
importance for public health researchers and policymakers. Although there has been a 
substantial and growing body of scholarship, piecing together the numerous studies is 
complex. Many of these studies may not address findings within theoretical contexts that 
are important for understanding a woman’s experience of IPV in India. What is especially 
lacking is a comprehensive understanding of the structural inequalities and the patriarchal 
values that exist in India and further exacerbate women’s experience of IPV. In terms of 
theory, a combination of Bronfenbrenner’s social-ecological framework with radical 
feminism helps to fill this gap in the scholarship. In terms of empirical data, there are 
many studies on various individual factors of IPV in India. While many scholars have 
published systematic reviews of these studies, a thorough articulation of why and how a 
woman in India is especially susceptible to experiencing IPV is sparse. This literature 
review will attempt to address both of these critical needs. First, it will articulate a 
combination of theories (social-ecological theory and radical feminism) to aid in 
understanding the persistent public health crisis of IPV against women in India. Second, 
it will look at a broad range of studies to provide an introduction to IPV scholarship and 
illustrate the multiple, complex, and often overlapping factors that are associated with 
women’s experience of IPV in India. To do so, this literature review will address types of 
	
 vii 
IPV, studies of prevalence, geographical distribution, structural violence, and risk factors, 
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Gender-based violence (GBV) against women is a pervasive human rights issue 
that plagues many countries. In India, intimate partner violence (IPV), a type of GBV, is 
especially prevalent. Regardless of age, socioeconomic class or geographic location, 
women in India are at risk of experiencing IPV, perpetrated by their husbands, partners, 
or significant others. Moreover, IPV against women in India is exacerbated by the 
widespread patriarchal values that are embedded in both the political and cultural aspects 
of Indian society. Despite the movement towards increased gender equity in many 
countries around the globe, India still lags behind when it comes to women’s rights.  
Nowhere is this deficit clearer than in the public health problem of IPV against 
women in India, a topic that is of critical importance to healthcare professionals, scholars, 
policymakers, and society at large. Through the evaluation of a variety of demographic 
factors associated with increased risk of IPV against women in India, this thesis will 
review and synthesize a comprehensive body of literature outlining why and how a 
woman in India may be susceptible to experiencing IPV. It will begin by defining IPV 
and identifying relevant sociological theories, specifically Bronfenbrenner’s social-
ecological framework in combination with radical feminism, that will be used to 
synthesize the body of empirical studies that currently exist on IPV against women in 
India. Finally, this thesis will conclude with policy recommendations and suggestions for 






WHAT IS INTIMATE PARTNER VIOLENCE? 
One persistent challenge to the study of IPV is the lack of definitional precision in 
the term itself. Nicolaidis and Parajape (2009) define IPV as a subtype of the larger 
category of interpersonal violence, or violence between individuals. The relationship 
between the individuals involved is further subdivided into family violence (often 
referred to as “domestic violence”), which is violence between family members or loved 
ones, and intimate partner violence, which is violence between those who are or have 
been intimate partners (figure 1). 
Figure 1. Types of Violence. Modified from Nicolaidis & Parajape (2009) 
 
 
Some studies, however, view IPV under the rubric of gender-based violence 
(GBV), which the Council of Europe (2012) defines as violence directed to an individual 





liberty, security, dignity, equality between women and men, non-discrimination and 
physical and mental integrity” (as cited in Shah, 2018). One type of gender-based 
violence is violence against women (VAW), which is defined as any gender-based act 
that “results in, or is likely to result in, physical, sexual or mental harm or suffering to 
women, including threats of such acts, coercion or arbitrary deprivation of liberty, 
whether occurring in public or in private life” (U. N. General Assembly resolution 
48/104, 1994). Therefore, gender-based violence against women can take the form of 
family violence or IPV or both. 
An intimate partner is a spouse, partner, former spouse or non-marital partner, 
such as a dating partner, boyfriend, or girlfriend (Saltzman, et al., 1999). Many scholars 
adopt the definition provided by the World Health Organization (WHO), which defines 
IPV as “any behaviour within an intimate relationship that causes physical, psychological 
or sexual harm to those in the relationship” (four categories of behavior that may include 
acts of (1) physical violence, (2) sexual violence, (3) emotional (psychological abuse, and 
(4) controlling behaviors (WHO, 2014). Numerous major studies use this definition of 
IPV (Heise & Garcia-Moreno, 2002; Jewkes et al., 2002; Krug et al., 2002; Butchart et 
al., 2010); therefore, this thesis will adopt the WHO definition for IPV, while 






Figure 2.  World Health Organization (2014) Definition of IPV 
 
 
Among global public health literature, there appears to be relative consensus that 
IPV covers acts of physical, sexual, and psychological violence. Physical violence 
includes “hitting, kicking, slapping, or beating” (WHO, 2017, November 29) but can 
extend all the way to lethal violence. A number of studies focus only on this form of IPV 
(DeKeseredy & Schwartz, 2001; Harvey, Garcia‐Moreno, & Butchart, 2007; Heise & 
Garcia‐Moreno, 2002). Sexual violence refers to “forced sexual intercourse and other 
forms of sexual coercion” (WHO, 2017, November 29). Thus, it includes rape, which the 
WHO defines as "any sexual act, attempt to obtain a sexual act, or other act directed 
against a person’s sexuality using coercion, by any person regardless of their relationship 
to the victim, in any setting. It includes rape, defined as the physically forced or 
otherwise coerced penetration of the vulva or anus with a penis, other body part or 
object” (WHO, 2017, November 29). Psychological abuse refers to “insults, belittling, 
constant humiliation, intimidation (e.g. destroying things), threats of harm, threats to take 





affectionate (Capaldi et al., 2012).  
Though the CDC’s physical, sexual, and psychological violence overlap with the 
WHO definition, “stalking” behavior is more specific than the “controlling behavior” in 
the WHO language. This makes international comparisons between populations in the US 
and elsewhere in the world more challenging as threats to take away children might be 
categorized as psychological abuse under the CDC definition and as controlling behavior 
under the WHO definition.  
To further complicate these distinctions, one subcategory of controlling behavior 
is known as “intimate terrorism” and is a more severe and patterned attempt to establish 
control over an intimate partner (Amar & Gennaro, 2005; Orcutt et al., 2005), usually 
perpetrated by men against women by socially isolating them and placing many 
restrictions on their behavior (Johnson, 1995; Orcutt et al., 2005). Those who experience 
intimate terrorism are often may be subjected to serious forms of violence (Orcutt et al., 
2005).  
Finally, the public health definitions of IPV do not necessarily coincide with the 
legal definitions of IPV in the context of criminal activity. In the United States, the 
National Institute of Justice Bureau of Justice Statistics defines IPV as “rape or sexual 
assault, robbery, aggravated assault and simple assault committed by an offender who is 
the victim’s current or former spouse, boyfriend or girlfriend” (Catalano, 2013, p. 10). 
Given that definitions of IPV are not even standardized across all federal agencies in a 
single country, large cross-sectional studies comparing populations in different countries 





 Even when researchers use the same definition of IPV, their work is often 
complicated by the categorization of the degree of IPV. At the low end, Johnson (1995) 
describes what he terms “common couple violence,” (p. 285) in which both partners 
engage in violence and aggression at relatively low levels. For them, this serves as a less-
than-efficacious form of conflict resolution and stress management. At the other end of 
the spectrum, the most severe forms of IPV can be lethal (Garcia-Moreno et al., 2005; 
Krug et al., 2002). Some scholars use a level system created by Hoff and Rosenbaum 
(1994), as shown in figure 3, to assess the degree of risk involved. 
 








Given the number of factors that contribute to various forms of IPV, scholars have 
found many theories that shed light on why IPV occurs and how individual and social 
actions shape IPV behavior. Some scholars focus more on the individual pathologies that 
contribute to violence (Dutton 2006) while others focus more on the sociological 
contributors (Giles-Sims, 1983; Nelson & Lund, 2017; DeKeseredy & Dragiewicz, 2007; 
Showalter et al., 2020). This thesis will use the latter to help elucidate the findings from 
disparate studies. Of the sociological theories, most address the systemic nature of the 
conflict, though a feminist perspective helps to highlight the role of patriarchy in this 
public health crisis.  
 
Systems Theory 
 During the 1970s, the contributions of Vygotsky (1978) prompted the growth of 
theories that viewed public health as a system of interactions between an individual and 
his or her environment. Such ecological frameworks stress the interdependence of 
relationships between these systems. The most influential of these ecological theories was 
devised by Urie Bronfenbrenner to explain human development over time. 
Bronfenbrenner published the model for this initial theory in 1977. Although 
Bronfenbrenner called it an “ecological model of human development’’ (Rosa & Tudge, 
2013), the theory became more widely known as the social-ecological theory (sometimes 
referred to as socio-ecological theory). It became a key model for conceptualizing the 
multifactorial causes of public health issues. Between 1980 and 1993, Bronfenbrenner 





evolution of his theory became known as the bioecological model. Finally, in its last 
phase, the theory shifted its emphasis to the roles of process, person, context, and time. 
This is known as the Process–Person–Context–Time (PPCT) model, and, although 
Bronfenbrenner viewed this iteration as the superior model (Bronfenbrenner & Evans, 
2000), it has received the least attention (Eriksson et al., 2018) as large public health 
institutions such as the CDC favor the social-ecological framework (CDC, 2020, January 
28). 
 
Social-Ecological Model  
Initially, Bronfenbrenner (1977) conceived of his ecological model as a four-part 
framework in which an individual relates to his or her environment, as detailed in figure 
4.  







At the center of this model is the individual, embedded in the microsystems that comprise 
his or her immediate environment, including home, school, and peer groups 
(Bronfenbrenner, 1977).  
Beyond the microsystem lies a second circle representing the mesosystem, which 
moves past the immediate interactions of the microsystem and includes work, school, 
neighborhood, and even religious institution — all areas with which the individual has 
direct contact.  
 The third circle is the exosystem, which is the individual’s social network and 
community context. This includes major social institutions, such as mass media and state 
agencies. While the individual does not directly interact with the exosystem, it may exert 
an influence—positive or negative—on the setting in which the individual exists.  
Finally, the macrosystem includes the cultural, societal, and religious values that 
shape individuals. The macrosystem is society’s rule book: it contains not only written 
laws and regulations but also tacit rules by which individuals live together 
(Bronfenbrenner 1978). Understanding these interactions becomes pivotal to 
comprehending an individual’s development. Moreover, these contexts experience 
transitions, such as marriage, divorce, and moving (Bronfenbrenner 1979). 
 
Social Ecological Model of Public Health 
 This model became the basis for the Social-Ecological Model of Public Health. Its 






Figure 5. Social Ecological Model of Public Health. Adapted from Bronfenbrenner, 
U. (1977).  
 
 
At the base level, the biological and personal history of the individual includes 
factors that may influence his or her health. Health Behavior can be defined as the 
actions, responses, or reactions of an individual, group, or system that prevent illness, 
promote health, and maintain quality of life (DiClemente et al, p. 18). In the case of IPV, 
such factors might make an individual more likely to become a perpetrator of IPV or 
more likely to become an individual who will experience IPV. Broadly, these factors 
include knowledge, skills, and attitudes. More specifically, these individual risk factors 
for women in India may include age (Campbell et al., 2007), low income level (Kimuna 
et al., 2013; Sinha et al., 2012; Pandey et al., 2009; Babu & Kar, 2009), low caste 
(Krishnan, 2005), low socioeconomic status (Das et al., 2013; Jeyaseelan et al., 2007), 





2013; Raj et al., 2010), love marriage [as opposed to an arranged marriage] (Krishnan et 
al., 2009), divorce (Sabri et al., 2016), employment (Dalal, 2011; Das et al., 2013), 
pregnancy (Das et al., 2013, Kimuna et al., 2013; Muthal-Rathore, 2002), religion (Das et 
al., 2013), disability (Daruwalla et al., 2013), and history of experiencing or observing 
abuse (Jeyaseelan et al., 2007; Singh et al., 2008). At the individual level, IPV prevention 
might focus on training an individual in life skills and conflict-resolution techniques 
(CDC, 2020, January 28).  
The second level is that of interpersonal relationships. In terms of IPV, it is these 
close relationships that may heighten the risk of experiencing IPV—whether as a 
perpetrator or a target of such violence. These relationships include those with an 
individual’s closest peers in his or her social network, such as family members and 
intimate partners. At the second level, prevention strategies may include teaching 
problem-solving skills and conducting family or parenting programs (CDC, 2020, 
January 28). 
The third level is the community and institutional environment and includes 
settings such as workplaces, schools, neighborhoods, and organizations. These are the 
settings in which social relationships occur. Certain characteristics may be derived from 
these settings and form an ethos in which an individual is more likely to become one who 
perpetrates or experiences violence. For example, low educational attainment (Ackerson 
et al., 2008) and a partner’s educational attainment (Ackerson et al., 2008; Khosla et al., 
2005) are associated with increased risk of IPV in women in India. Likewise, living in a 





al., 2013) may affect IPV risk. Thus, providing resources for social support would be an 
appropriate prevention strategy at the exosystem level (Stith et al., 2004). At this level, 
prevention may focus on the environment—social or physical. Providing safer housing or 
offering programs to reduce social isolation may help diminish opportunities for violence.  
The fourth level is that of society and policy, and it is this broader sociocultural 
context that may create an environment in which violence is accepted or not. When such 
social and cultural standards accept violence, interactions at other levels may be more 
likely to end in violence against women. Moreover, the economic, social, and educational 
policies at the fourth level may create structural gender inequalities that promote such 
violence. Though the norms of this level may be conducive to IPV, policy interventions 
may help prevent it. A number of researchers have found the social-ecological model a 
useful way to understand the complexity of IPV. The findings of Blanchard et al. (2018) 
support viewing IPV as a multifactorial health issue with interplay across socio-
ecological levels. For example, cultural attitudes that support violence as a means of 
settling disputes (Heise, 1998; Krug et al., 2002; Stith et al., 2004) or that prevent women 
from seeking help in response to IPV (Kamat et al., 2010) would be targets for change at 
this level. Blanchard et al. (2018) argue that the most effective ways of addressing it are 
with structural interventions in the form of community partnerships that address social 
and power relations, including anger-management training for male partners, programs to 
improve women’s social and material resources, and societal interventions to recast 






In his next model, Bronfenbrenner and Ceci (1994) addressed what he saw as a 
gap in the Social-Ecological Model: the absence of time, as reflected in figure 6.  




This new model would seek to address Bronfenbrenner’s belief that human development 
is the product of an individual’s biological and psychological interaction with his or her 
environment over time (Eriksson et al., 2018). This accounts for the fact that not only 
does the individual change but the environments with which the individual interacts are 
also evolving over time (Bronfenbrenner 1986). For instance, changes in a woman’s 
reproductive status might occasion changes in the communication or behavior of an 





 Process–Person–Context–Time Model  
In Bronfenbrenner’s (1995) final iteration of his ecological theory, he proposed 
the Process-Person-Context-Time (PPCT) Model, depicted in figure 7. It helps explain 
how individual characteristics and the environment influence “proximal” processes, the 
interplay between personal characteristics and the objects and symbols a person engages 
with, as well as the significant others of the person’s life.  
 





These fall under the categories of demand (such as skin color, physical 
appearance, and age), resources (such as knowledge, skills, and experience), and 





1998). The proximal processes occur within the microsystem; however, the context 
includes microsystems, mesosystems, exosystems, and the macrosystem in which a 
person spends time. It is important to note that this context is “influenced by all systems 
in these ongoing interactions between the biopsychosocial person and their ecological 
environment of nested spheres” (Nelson & Lund, 2017, p. 16). Rosa and Tudge (2013) 
used the model as a guide for ecological research. The PPCT Model thus emphasizes the 
closer environment’s changes over time, while the Social-Ecological Model focused 
more on the larger context.  
 
Radical Feminist Theory 
According to radical feminist theory (Saulnier, 1996), patriarchal cultural norms 
are the underlying cause of IPV as they create a society that allows men to exercise 
control over women to maintain female submissiveness (Eswaran & Malhotra, 2011). At 
the heart of radical feminist theories is the equation of the personal with the political 
(Robbins et al., 2012). Like Bronfenbrenner’s “context,” the radical feminist model 
emphasizes cultural norms as a contributor, as reflected in figure 8. Patriarchy may 
intersect with other forms of oppression, including classism, female obedience, poverty, 














These conditions of social, cultural, and historical oppression can be associated with IPV 
(Carrington, McIntosh, & Scott, 2010) and with its social acceptance (Kimuna et al., 
2013; Sabarwal et al., 2014). Though these can contribute to the cause of IPV 
(DeKeseredy & Dragiewicz (2007), no other form of oppression is as important a 
contributor to the cause of IPV as patriarchy is because the other social relations derive 
from it (Beirne & Messerschmidt, 2011; Renzetti, 2012). For example, Showalter et al. 
(2020) draws on radical feminist theory to support their argument that historical 
patriarchy, coupled with India’s hegemonic class structure, helped to differentially shape 
the geographic differences in gender equality and women’s health outcomes, thus 





Viewing IPV through the lens of radical feminism, however, is not without 
controversy. Dutton (2006) accused feminist scholars of viewing IPV divisively, charging 
them “dogma preservation” (p. ix) and with using political machinations to fit data into 
their ideological framework. In response, DeKeseredy and Dragiewicz (2007) defend the 
radical feminist approach to understanding IPV, noting that Dutton’s (2006) criticism of 
feminist scholarship on IPV did so, in part, by narrowing the definition of violence, 
conflating sex and gender, and minimizing feminist scholars’ interest in women’s 
violence against men. Though radical feminist theory is not univocal, radical feminist 
scholarship has influenced a number of scholars (Showalter et al., 2020; Boyle, 2010; 






PREVALENCE OF INTIMATE PARTNER VIOLENCE GLOBALLY AND IN 
INDIA  
The most common form of violence women experience is IPV (Devries et al., 
2013). According to an 81-country study, Devries et al. (2013) found that the global 
prevalence of lifetime IPV of women aged 15 and over was 30.0% in 2010 ([95% 
confidence interval (CI) 27.8 to 32.2%]). According to Garcia-Moreno’s (2013) report for 
the WHO, globally, one-third of ever-partnered women reported having experienced IPV 
in their lifetime, with that number rising to almost 40% in the South and East Asian 
regions. Of these women, 42% reported immediate physical injuries, while 13% were 
fatally injured (WHO, 2013).  
In a multi-country study of 24,097 women, Garcia-Moreno et al. (2006) found 
that the reported lifetime prevalence of physical or sexual partner violence, or both, 
ranged from 15% to 71%, with two sites having a prevalence of less than 25%, seven 
between 25% and 50%, and six between 50% and 75%, with 4% to 54% of respondents 
reporting physical or sexual partner violence, or both, in the past year. Physical IPV at 
some point in their lifetimes was reported by nearly 13%–61% of women, with 4%–49% 
experiencing severe physical violence, and 6%–59% experiencing sexual violence 
(Garcia-Moreno et al., 2005). Men who exhibited more controlling behaviors were more 
likely to perpetrate IPV (Garcia-Moreno et al., 2006). 
 
Prevalence of IPV In India  





rates of IPV globally occur in South Asia. The incidence ranges from 8% to 50%, with 
nearly 31% of women in India experiencing IPV at some point during their marital lives 
(Kumar et al., 2013; Kimuma et al., 2013). In India, the National Family Health Survey 
III (NFHS-3) found a rising trend of GBV experienced by married women, increasing 
from roughly 9% in 1998 to about 16% in 2006 (International Institute for Population 
Sciences [IIPS] & Macro International, 2007). In 2005, national data indicated that 
almost 40% of married Indian women experienced IPV or “harmful physical, sexual, 
emotional, economic, or psychologically abusive behaviors during the course of 
marriage” (Kumar et al., 2005, p. 972-73), which is higher than the estimated global rate 
of 33% and the estimated Eastern Mediterranean Region rate of 37% (WHO, 2013).  
The prevalence of IPV in India varies depending on the geographic region. In 
multi-site India studies, reports of domestic violence (family violence) spanned from 31% 
to 59.5 % (Kumar et al., 2005; Babu & Kar, 2009; Kimuna et al., 2013). In other studies, 
women in India have reported rates of any form of IPV as follows: northeastern Indian 
states ( 56%) (Babu & Kar, 2009); Mumbai (36.9%) (Shrivastava & Shrivastava, 2013), 
Delhi (38.4%) (Mundhra, Singh, Kaushik, & Mendiratta, 2016), rural southern region 
(56.7%) (George et al., 2016); Bihar ( 55.6%) (NFHS-3, 2007); Himachal Pradesh 
(Kimuna et al., 2013; Garcia-Moreno et al., 2005). Kalokhe et al.’s (2017) systematic 
review of 137 quantitative studies on domestic violence among women in India found 
that a median of 41% reported experiencing domestic violence during their lifetime, with 





High-Risk Areas  
Women living in urban slums, rural areas, or (in some cases) Empowered Action 
Group (EAG) states experience higher rates of IPV compared to other areas of India 
(Begum et al., 2015; Yoshikawa et al., 2012; Stephenson, Winter, & Hindin, 2013; 
Jejeebhoy & Sathar, 2001). This effect is often exacerbated when these women are 
members of unscheduled castes or tribes (see Structural Violence below). Literacy rates, 
socioeconomic development, violent crime rates, poverty, and the status of women have 
been found to contribute to this variation in IPV rates (Ackerson et al., 2008; Jejeebhoy 
& Sathar, 2001; Pandey et al., 2009). 
Although the occurrence of IPV in India seems quite pervasive, many studies 
suggest that the prevalence of IPV is actually underreported (WHO, 2010). Some argue 
that data from India may be inaccurate with IPV or gender-based violence incidents 
labeled as “suicides” or “accidents” (United Nations Office on Drugs and Crime, 2019).  
 
Empowered Action Group States. 
There are eight states in Northern India referred to as the Empowered Action 
Group (EAG) states: Bihar, Chhattisgarh, Jharkhand, Madhya Pradesh, Orissa, Rajasthan, 
Uttaranchal, and Uttar Pradesh. The Indian Government and Ministry of Health 
established the EAG in 2011 to work towards reducing infant mortality in this area 
(Arokiasamy & Gautam, 2008). 
According to the India census, these states are home to nearly 61% of the poorest 





research would suggest that IPV is more prevalent in the EAG states as well (Showalter 
et al., 2020). Many studies have confirmed this pattern. According to Jeejeebhoy and 
Sathar (2001), Hindu women in Uttar Pradesh reported fear of being physically abused 
(beaten) by their husbands 20% more often than women in the non-EAG state of Tamil 
Nadu. In Himachal Pradesh, some scholars estimate the prevalence of IPV to be 6%; 
however, other states such as Bihar, report rates of IPV as high as 59% (Kimuna et al., 
2013; García-Moreno et al., 2005; Charlette et al., 2012). A study done by Stephenson, 
Winter, and Hindin (2013) found that married women living in rural parts of Bihar and 
Jharkhand reported higher rates of physical IPV compared to those living in the non-EAG 
states. Finally, national data from 2011 reported 99,135 incidents of cruelty and 8,618 
deaths due to IPV against women related crimes (Karhad, 2013, as cited in Sabri et al., 
2014). Participants in Dhar et al.’s (2018) study of women in Bihar reported higher rates 
of IPV and poor health outcomes, potentially the result of the state’s poorer development 
and healthcare infrastructure.  
However, this correlation between EAG status and IPV is not conclusive. 
According to Showalter et al. (2020), women living in EAG states are not subject to 
increased rates of physical IPV; in fact, women in these areas reported less IPV as 
compared to non-EAG states. Moreover, another study found that in Tamil Nadu, where 
women are the most educated and report the highest rates of independent decision-
making capabilities, women experience more verbal and physical violence than women in 
Bihar and Jharkhand, both of which are EAG states (Stephenson, Winter, & Hindin, 





behavior in men. On the other hand, women in Bihar and Jharkhand report low levels of 
female autonomy compared to women in south India but additionally report the highest 
prevalence of sexual IPV (Stephenson, Winter, & Hindin, 2013).  
 
Rural Areas. 
Globally, women living in rural areas tend to experience more IPV than women 
living in urban areas do. In 2005, the WHO conducted the most comprehensive study on 
violence against women, and found that the lifetime prevalence for physical violence was 
40% in the cities and 42% in the provinces, and the lifetime prevalence for sexual 
violence was 37% in the cities and 50% in the provinces. India is no exception to this 
trend. Women in India’s rural areas are more likely to experience IPV than women in 
India’s urban areas (Sabarwal et al., 2012; Bhat & Ullman, 2014 ), though those living in 
the urban slum face heightened risk relative to those living in less impoverished urban 
areas. This difference between rural and urban IPV was substantial. For ever-married 
women, both the NFHS-3 and the NFHS-4 showed that spousal violence was 9.8% 
higher in rural areas than in urban ones (Golder et al., n.d.). Members of Scheduled 
Castes and Tribes are more likely to be marginalized, including geographically relegated 
to rural areas (Rashad et al., 2019; Bhat & Ullman, 2014; Ackerson et al, 2008). The 
prevalence of IPV is increased among members of Scheduled Castes and Tribes 
(Sabarwal et al., 2012; Ler et al., 2017). In fact, Visaria’s (1999) study of women from 
rural Gujarat found that women from Scheduled Castes reported the highest incidence of 





the spatial dynamics of patriarchal power. Many women living in these rural areas are 
doing so in poverty, which increases the risk of violence. A study conducted by Martin et 
al. (1999) found that IPV was positively associated with increased stress exposure, 
including the stress of living in poverty (Stephenson, Winter, & Hindin, 2013). 
Moreover, the risk remains throughout a woman’s lifetime. For instance, during a wife’s 




Indian women living in the slums may be more likely to experience domestic 
violence than women living in other urban areas of India due to factors related to poor 
living environments such as overcrowding, poor sanitation, frequent alcohol use, 
increased stress and inadequate finances (Jewkes, 2002; Heise & Garcia-Moreno, 2002). 
The lifetime prevalence of an ever-married woman in one of India’s slums varies greatly, 
with studies reporting the following disparities: 23% in a Mumbai slum (NFHS-3) within 
the preceding year (verbal 32%, physical 23%, and sexual 9%) (Shrivastava & 
Shrivastava, 2013); 54% in a Kolkata slum (Sinha et al., 2012), and 62% in Pune (Ruikar 
& Pratinidhi, 2008). 
The Indian census has even declared the slums to be unfit for human habitation 
due to abject conditions such as overcrowding, dilapidation, lack of electricity, and lack 
of proper sanitation (Desai & Sanyal, 2011; Anand, 2012). To compound the risk, 





Shrivastava, 2013; International Institute for Population Sciences (IIPS) and Macro 
International, 2007). Almost 62% of Indian women reported domestic violence within the 
first two years of marriage (International Institute for Population Sciences (IIPS) and 
Macro International, 2007). 
Women living in slums in India are particularly susceptible to IPV because they 
have decreased access to support services (Martin et al., 1999). In addition, many women 
do not disclose information about IPV for fear of being stigmatized and scrutinized by 
other family and community members (RTI International, 2014). 
Moreover, IPV occurs more frequently among families with heightened stress 
levels (Martin et al., 1999). Those living in the slums experience increased social 
isolation, further inhibiting the efforts of a girl or mother to access services to address 







TYPES OF IPV IN INDIA 
Based on the WHO definition, IPV may be classified as physical abuse, sexual 
abuse, psychological abuse, or controlling behaviors (2014). A two-year, multi-site, 
population-based survey of marital violence in India, INCLEN, found that 40.3% of 
women reported experiencing physical violence (of at least one kind) and 43.5% of 
women reported experiencing psychological violence (INCLEN, 2000). Globally, 25% of 
ever-partnered women have experienced physical and/or sexual violence IPV. Among 
those, 42% reported physical violence and 13% resulted in fatalities (WHO, 2013). More 
than one-third of women in India will experience IPV at least once during their lifetime 
(Patra et al., 2018; Das et al., 2013). According to Patra et al (2018), the prevalence of 
marital violence in India ranges from 31% to 59.5%. Kamimura et al. (2014) concluded 
the most common forms of IPV experienced in India are physical and sexual, physical 
only, or emotional only. In India, a woman’s worth is tied to her sexuality; therefore, 
perpetrators of IPV often feel that the act of killing is justified if the woman behaved in a 
way that brought dishonor to her family (Patra et al., 2018). According to Dave and 
Solanki (2000), risk factors for marital violence include financial instability, education 
and employment status and inadequate dowry.  
 
Physical IPV   
Of the 502 Indian women studied by Panda and Agarwal’s (2005) household 
survey in the Thiruvananthapuram district of Kerala, 179 (61%) reported experiencing all 





their husbands). Of the various forms of physical IPV, the most common actions reported 
in a study conducted by Kamimura et al. (2014) were pushing, grabbing, or shoving 
(29.9%) followed by kicking (21.6%). Sharma et al. (2019) found that IPV was 
associated with increased risk of murder, injuries and fractures, chronic pain, disability, 
unwanted pregnancy, inadequate contraceptive use, HIV, and other sexually transmitted 
infections. In a small, mixed-methods study of India women who had experienced IPV, 
Panchanadeswaran and Koverola (2005) found that more than 85% reported needing 
medical care for their injuries and that 70% of respondents reported that they “lived under 
the threat of murder” (p. 736). In addition, IPV often leads to psychological problems, 
such as suicidal thoughts, depression, shame, guilt, alienation from others, low self-
esteem, and insomnia (Chowdhary & Patel, 2008; Kumar et al., 2005).  
More alarmingly, IPV increases the risk of a woman’s mortality by suicide or 
murder. Jaswal (2000) studied the health records of 689 women patients at health clinics 
and facilities in Mumbai from 1997 to 1999 and found that 81.8% of women might have 
visited the health facility as a result of marital violence. Of those 81.8%, roughly 30% 
had attempted suicide or died because of marital violence. One study of female deaths in 
eleven US cities found that women who experienced severe physical violence were 5.2 
times more likely to be murdered as compared to women who did not (Campbell et al., 
2003). This trend holds true in other countries as well: in India, Bangladesh, and the US, 
40-60% of female deaths and maternal mortality cited IPV as a cause of death (Garcia-






Sexual IPV  
Sexual violence is often unrelenting – “a lifetime experience for women in India, 
as they are not even spared during pregnancy” (Bhat & Ullman, 2014). In the multi-site 
INCLEN study, of the women who reported physical violence, approximately 50% 
experienced that violence when pregnant (INCLEN, 2000). Sexual violence is a global 
health problem. A multi-country study conducted by Jewkes et al. (2013) found that in 
most countries studied, “between one in five and one in eight men had ever raped a 
woman” (p. e214). Sexual IPV can occur in committed relationships in addition to casual 
intimate encounters. In fact, the rape of married women was much more prevalent than 
non-partner rape in Asia and the Pacific region (Jewkes et al., 2013).  
 
Marital Rape 
According to Shrivastava (2013), in India marital rape is defined as ‘‘unwanted 
intercourse by a man on his wife, obtained by force or threat of force, or physical 
violence or when she is unable to give consent’’’ (p. 249). Legal immunity to marital 
rape charges has been considered a vestige of British colonial law (Bronitt & Misra, 
2014; Kim, 2017). The following are among the risk factors that make a woman more 
likely to be raped by her partner: marriage to a dominant or objectifying man, being in a 
physically abusive relationship, being separated/divorced, or being pregnant or sick (Bhat 
& Ullman, 2014). 
Indian criminal and civil law may underplay marital rape and sexual coercion 





or older, a husband is not guilty of rape if he has nonconsensual sex with her unless the 
wife is living separately from the husband under judicial order (Bhat & Ullman, 2014). 
The fact that marital rape typically happens within the home often leads to a predictable 
result: the lack of witnesses will mean that the criminal justice system will weigh the 
word of the wife against the word of the husband, thus frequently leading to her 
revictimization (Bhat & Ullman, 2014). Despite attempts to revise the IPC to address 
marital rape, wives who have experienced marital rape are often told that the violence 
they experienced was not actually rape (Bhat & Ullman, 2014). Such attitudes, along with 
gender discrimination and the social stigma of rape, deter women from reporting marital 
rape (Prasad, 1999). 
Further research from this study suggests that rape and gendered practices are 
associated with the feeling of sexual dominance (Fulu et al., 2013). Historically, sex was 
previously seen as the motive for sexual assault and the crime was prosecuted as a crime 
not against the woman but against the man who has ownership rights over her; thus, the 
laws were slanted towards male interests (Brownmiller, 1975). However, second-wave 
feminist scholars asserted that the male perpetrators’ true motive was to dominate women 
through the exercise of power over them (Brownmiller, 1975; Sanday, 1981) or to 
humiliate them (Kalra & Bhujra, 2013). In this way, rape can serve as an instrument for 






Psychological IPV  
Psychological intimate partner violence has been viewed as central gender-based 
violence and may be considered the foundation for all other forms of abuse (Ramiro et 
al., 2004). However, psychological abuse and controlling behaviors are relatively 
understudied, despite their deleterious effects on women and their children (Rao et al., 
2016). Dokkedahl et al. (2019) estimate psychological violence to be the most common 
form of IPV. The imprecision and variability in the definition of psychological violence 
makes comparing studies difficult (Dokkedahl et al., 2019). It may be referred to as 
“emotional abuse, psychological maltreatment, verbal abuse, mental abuse, emotional 
maltreatment, non-physical violence, non-physical aggression, and marital discord” and 
may include “all forms of non-physical forms of interpersonal violence including 
emotional torture, verbal insults, intimidations, social embarrassments, financial control, 
work restrictions, and the like” (Ramiro et al., 2004, p. 131).  
Ramiro et al. (2014) categorized psychologically violent behaviors as follows: (1) 
verbal abuse (e.g., insulting, belittling/demeaning); (2) fear (e.g., threatening, doing 
something without touching) and, (3) separation (e.g., unfaithfulness, leaving the woman 
for at least 6 months without financial support). Among participants in the Kamimura et 
al. (2014) study, “damaged property” was the most commonly reported emotional IPV 
(19.2%), followed by “separated or took away children against your wishes” and 
“isolated, restricted, or controlled; did not give you enough food, clothing, medical care 
etc.(17.4% prevalence for both)” (p. 4). Of these, the authors defined severe 





a lifetime. In their study population of women in India, the authors found that the lifetime 
prevalence of severe psychological violence was 42.4% in Trivandrum, compared with 
16.% in Lucknow, and 10.4% in Vellore (Ramiro et al., 2004). 
Because physical and sexual violence often overlap with these, separating them 
can be difficult (Ramiro et al., 2004). Whereas as physical and sexual violence may be 
inflicted with immediacy, psychological abuse may go undetected because it is less 
visible and works more gradually to undermine a partner’s confidence, often resulting in 
mental health diagnoses of “‘naturally occurring’ forms of emotional or behavioral 
disorder” or of mere “stress and exhaustion” (Ramiro et al., 2004). Women may not 
recognize psychological violence as abuse. Forms of IPV have complex 
interrelationships, and psychological IPV has been shown to predict physical abuse 
(O’Leary, 1999).  
Disaggregating the effects of psychological violence is also complicated because 
physical and sexual forms of IPV are associated with negative psychological 
consequences for women. A multi-country study conducted by the WHO found that 
women who had at least one experience of IPV reported more emotional distress, suicidal 
thoughts, and attempted suicide (Ellsberg et al., 2008). Both physical violence and sexual 
violence have psychological consequences, including anxiety, depression, posttraumatic 
stress disorder, phobias, and suicidality (Chhabra, 2018). Sharma et al. (2019) conducted 
a community-based, cross-sectional study among 827 ever-married women from Delhi 
and found that those who had experienced physical violence in the past year were 





95% confidence interval (CI) 1.64–3.86] and/or ever having had suicidal thoughts [OR 
10.31, 95% CI 4.93–1.59)]. Those women who had experienced sexual violence in the 
past year were significantly more likely to report unhealthy mental status (OR 3.11, 95% 
CI 2.04–4.74) and suicidal thoughts (OR 14.89, 95% CI 6.91–32.05) (Sharma et al., 
2019). Panchanadeswaran and Koverola (2005) studied IPV survivors in South India and 
found that approximately 79% experienced daily violence, and 82.2% reported that their 
partner prevented them from interacting with their families and children. 
 
Controlling Behavior and IPV 
 Controlling behavior is a type of IPV and a risk factor for other forms of it as well 
(Aizpurua et al., 2017; Mukerjee & Joshi, 2019; Stark, 2012). Controlling behavior is 
defined as “a range of acts designed to make a person subordinate and/or dependent by 
isolating them from sources of support, exploiting their resources and capacities for 
personal gain, depriving them of the means needed for independence, resistance and 
escape and regulating their everyday behaviour” (Home Office, 2015, December, p. 3). 
Such controlling behaviors are also known as “intimate terrorism” (Ansara & Hindin, 
2010; Johnson, 2008; Johnson & Leone, 2005; Johnson, 2017). With intimate terrorism, 
the perpetrator, typically male, may use violence to coercively control a partner in a 
personal, gendered, and pervasive manner (Stark, 2007). Tactics that are not violent may 
take on violent implications that create fear in the partner. After separation from other 






Although controlling behavior is one of the four types of IPV defined by the 
WHO (2014), empirical studies of it in India have been sparse (Aizpurua et al., 2017; 
Babu & Kar, 2009; Krantz & Vung, 2009; Shrivastava & Shrivastava, 2013). One 
difficulty is that women who face controlling behavior by their male partners may view it 
as indistinct from physical, sexual, or psychological abuse. Moreover, a woman may not 
understand it to be a type of intimate partner violence. Likewise, researchers may not 
account for it in questionnaires because an action such as a man’s giving his partner a 
dirty look may seem trivial relative to, say, kicking her, but in the context of larger abuse, 
the dirty look can engender fear strategically. In a cross-sectional study of 500 women in 
an urban area of Delhi, Mukerjee and Joshi (2019) found that 30.6% of women reported 
that they had ever experienced IPV, and 43.2% of them reported that they had 
experienced controlling behavior by their husbands. 
 
Dowry-Related Violence  
Types of IPV in India cannot be discussed without addressing dowry-related 
violence against women, which may include physical, sexual, and psychological 
violence, as well as controlling behaviors (Bhat & Ullman, 2014; Naved, 2012; 
Mahjebeen, 2019). In Indian marriage, the father gives his daughter a gift that she takes 
into the marriage with her, and this gift acts as a form of compensation to the bridegroom 
and his family. With its roots in the caste system, the dowry system requires “an ongoing 
series of gifts both before and after the marriage to appease the husband and the family’’ 





(Stone & James, 1995). 
The dowry custom helps subordinate women in India (Tichy et al., 2009). Even 
after the wedding day, if the husband’s ongoing dowry demands are not met, then marital 
violence, including physical and psychological torture of the bride, may result (Ahmed-
Ghosh, 2004) as violence can serve “as instrument of terror by the bridegroom and his 
family, who use it to demand further transactions from the bride after the wedding day” 
(Bhat & Ullman, 2014, p. 64). Even though the giving of dowries has been prohibited 
since 1961, with amendments to strengthen the Dowry Prohibition Act in 1984 and 1986, 
the laws have not succeeded in curtailing the practice: the giving and receiving of 
dowries continues (Greenberg, 2003; Babu & Babu, 2011, Vindhya, 2000) and is 
considered a significant and underreported cause of the increased mortality rate of 
women in India (Babu & Babu, 2011; Panda & Agarwal, 2005). This is especially so 
because the Indian criminal justice system frequently prioritizes marital stability over the 
safety of women experiencing gender-based violence (Greenberg, 2003).  
 
Dowry Death 
Dowry death occurs when the husband who is not satisfied with his wife’s dowry 
abuses her until he ultimately kills her (Babu & Babu, 2011; Tichy et al., 2009). Dowry 
death is a main contributor to the mortality of women in India (Bhat & Ullman, 2013). 
Women report higher rates of IPV, and consequently often death, when the dowry 
amount is relatively small (Ahmed-Ghosh, 2004; Rocca et al., 2009; Vindhya, 2000; Bhat 






Failure to meet the husband’s and/or in-laws’ dowry demands may result in bride 
burning, in which the husband and in-laws’ douse the wife/daughter-in-law with kerosene 
and set her on fire until she dies, attributing her death to a kitchen accident and thus often 
allowing the husband and his parents to escape legal repercussions (Johnson & Johnson, 
2001; Vindhya, 2000). This is known as ““burnt wife syndrome,” and those killed this 
way are most often Hindu women between the ages of 15 and 30 (Das Gupta & Tripathi, 
1984 ; Kumar & Kanth, 2004). 
 
Acid Attacks 
Variations of “burnt wife syndrome,” acid attacks are a form of gender-based 
violence that occurs when the husband throws acid on his wife (generally on her face or 
neck) to discipline her alleged inappropriate behavior. The resultant third and fourth 
degree burns typically damage the eyes, ears, and nose and may also seriously harm the 
lungs, intestines, and kidneys (Sharma, 2013). The problem of acid attacks is exacerbated 
by the fact that most occur in rural areas with weak healthcare infrastructure and no 







In India, structural inequalities are pervasive and further exacerbate the 
prevalence of IPV against women (Sinha et al., 2017). In 1969, Johan Galtung first 
introduced the concept of structural violence, which is described as “a form of violence 
wherein some social structure or social institution may harm people by preventing them 
from meeting their basic needs” (Sinha et al., 2017, p. 3). Moreover, Galtung posits that 
structural violence is “an avoidable impairment of fundamental human needs” asserting 
that “when one husband beats his wife, there is a clear case of personal violence, but 
when one million husbands keep one million wives in ignorance, there is structural 
violence” (Sinha et al., 2017; p. 3). Scholars have increasingly expanded the focus of 
research beyond frameworks that focus on an individual’s risk factors and employ a 
structural-vulnerability framework, based on theories of structural violence, to consider 
socio-structural factors that influence health (Quesada et al., 2011; Leatherman, 2005; 
Delor & Hubert, 2000). According to Farmer (2005), structural violence includes 
poverty, racism, gender inequality, human rights abuses, and other policies, practices, and 
institutions that offend human dignity.  
 Interpersonal violence in India affects women of all castes, religions, and 
geographic regions, regardless of their socioeconomic status (SES), educational 
attainment, or employment status. However, in India, the exosystems and macrosystem 
that may make an individual more likely to experience violence must take into account 
the dominant religious values (both Hindu and Muslim), the entrenched classism (a 





high-level systems must necessarily incorporate exosystemic features, including the 
living and working conditions, the economic conditions, the access to support services 
and public agencies, all of which interact continually with the individual’s mesosystems 
and microsystems.  
Religion 
Faith has been previously discussed as a determinant of IPV (Kimuna et al., 2013; 
Muthal-Rathore, 2002). Islam and Hinduism are the two main religions in India, 
practiced by 14.2% and 9.8% of the population, respectively (U.S. Central Intelligence 
Agency, 2020, June 17). Although IPV may occur with any religious belief, researchers 
have amassed a great deal of empirical data relating to IPV in India and Muslim and 
Hindu religious beliefs. 
 
Muslim Values 
  Islam is linked with collectivist culture, which stresses interdependence and 
group loyalty (Milani et al., 2018). For instance, South Asian Muslim women are thought 
to uphold familial honor by complying with the prescribed gender roles of daughter, wife, 
and mother, and failure to do results not only in personal dishonor but also dishonor to 
the family system (Ayyub, 2000). Because divorce is stigmatized in Muslim culture, 
some women stay in relationships to maintain the family’s reputation, even when doing 
so imperils their personal safety (Ammar, 2007; Hassouneh-Phillips, 2001). The needs of 
the individual are often subordinated to the needs of the family and the needs of society 





personally in order to protect the integrity of the family (Haj-Yahia, 2011). This may 
entail keeping threats to the family, including IPV, secret (Milani et al., 2018). Such 
cultural beliefs may compound the problem by blaming the survivors and supporting the 
abusers, resulting in the infliction of “secondary wounds” that can create “secondary 
victimization” (Hassouneh-Phillips, 2003, p. 682). In her study of Muslim spiritual 
beliefs and IPV, Hassouneh-Phillips (2003) found that religion can both empower women 
and make them vulnerable.  
Much of the empirical data on IPV in India reveals an increased risk for Muslim 
women. Several studies have found that IPV was more likely to be reported in Muslim 
families (Dalal & Lindquist, 2012; Das et al., 2013; Sabarwal et al., 2012). A study of 
16,285 women aged 15 to 24 years, Ler et al. (2017) found that Muslims were 1.7 times 
more likely to experience IPV than Hindus, with increased odds of experiencing physical 
(AOR = 1.66) and sexual IPV (AOR = 1.44). According to Das et al. (2013), IPV after 
pregnancy was more prevalent among Muslim families as compared to Hindu families 
and families of other religions. However, given that Muslims generally have fewer 
financial resources among the sample population, income may be a confounding variable 
(Das et al., 2013). 
 
Hindu Values 
 Hindu cultural practices have also been studied with respect to violence against 
women. In Hinduism, such gender-based violence “is neither prescribed nor categorically 





2015, p. 380). Based on certain “misogynist religious directives” articulated by Manu, the 
codifier of Hindu social law roughly 3,000 years ago, some Hindus believe that Hindu 
religious concepts support the subjugation of women (Dasgupta, 2015, p. 371). However, 
the religious concepts are complex, unclear, and sometimes contradictory (Dasgupta, 
2015). Like Islam, Hinduism supports a collective identity that places a high value on the 
family—often going beyond the nuclear family to include the extended family structure. 
There is an “insider” culture that makes the family the only “legitimate recipient of 
‘private’ information” (Dasgupta, 2015). Traditional familial authority is determined on 
the basis of age and gender, with men assuming positions of dominance. In Hindu 
culture, women are often taught to believe that husbands have the right to wives’ bodies 
and that forcible sex is not rape (Dasgupta, 2015, p. 379).  
Because of collectivism, women’s identities may be focused on fathers, brothers, 
husbands, and sons (Dasgupta, 2015). In cases of IPV, this may make a Hindu woman 
hesitant to leave an abusive relationship as she would lose connections to her family and 
community (Dasgupta, 2015). While members of extended families may be support 
structures for new brides, they can also create environments conducive to abuse, 
especially when combined with patrilocality; moreover, because the youngest bride 
assumes the lowest position in the family structure, mothers-in-law can become 
significant sources of gender-based violence (Raj et al., 2006; Rew et al., 2013). Hindu 
tradition also denies unmarried or widowed daughters positions of respect in their natal 
families (Rew et al., 2013). As a result of the Hindu emphasis on personal humility, 





members the shame that disclosure would bring (Dasgupta, 2015). Varma et al. (2007) 
found IPV to be more prevalent among families of the Hindu faith as compared to 
families of other religions, thus highlighting the inconsistency in the empirical data 
regarding the association between faith and IPV. 
 
Caste System  
Based on the ancient Hindu text The Laws of Manu (ca. 1200 BCE), India formed 
a rigidly hierarchical system of social class that comprises four groups: Brahmans (the 
teachers and priests), Kshatriyas (rulers and warriors), Vaishyas (farmers and merchants), 
and Shudras (servants and laborers). Many people, however, fall outside the caste system. 
Legally known as Scheduled Castes in India’s Constitution, individuals in this group are 
often referred to as Dalits or Harijans, although some refer to them as the Untouchables. 
Members of these Scheduled Castes often work in menial and undesirable occupations 
and live together. Under the caste system, Scheduled Caste individuals are limited in their 
professional and social contacts, including whom they can marry. Historically, members 
of Scheduled Castes have been oppressed and relegated to outskirts of villages or urban 
slums where they become squatters (Khandare, 2017).  
Women in Scheduled Castes and Tribes often encounter gender-based violence 
both inside and outside their families (Khandare, 2017). Guru (1995) asserts that 
Scheduled Caste women’s subjugation is the result of Brahmanical patriarchy, which 
places them at the bottom of the Hindu social hierarchy. At the same time, they are 





gender, caste, and class (Khandare, 2017). India’s National Family Health Survey III 
(NFHS-3) (2005-2006) revealed that women from Scheduled Castes and Tribes faced 
more domestic violence (46% and 44% respectively) than the other caste groups, which 
reported 30% (Dubochet, 2012). Despite this, India’s criminal justice system has not 
made special efforts to document family violence or IPV among this demographic of 
women (Khandare, 2017). Other researchers, however, have confirmed this increased risk 
of IPV among women in lower castes (Babu & Kar, 2009; Dalal & Lindqvist, 2010; 
Sabarwal et al., 2012).  
 
Marriage Norms 
To better understand IPV against women in India, it is important to interrogate the 
social institutions of marriage and family. One key factor in disseminating and 
reinforcing these patriarchal values is in the form of marriage norms. Derne (1994) noted 
the importance of learning how gender in Indian society reinforces and perpetuates 
gender inequality through acceptance of male dominance, the relegation of women to 
household duties, and family control over women’s sexuality (Tichy et al., 2009). Despite 
some evidence of the liberalization of the Indian marriage, marital violence is still 
common (Kumari, 2009).  
 
Arranged Marriages 
In traditional Indian society, marriages arranged by family priests, relatives, and 





Ullman, 2014). The parents have the ultimate authority over choice of partner, with the 
bride and bridegroom often spending little time together prior to marriage (Nanda, 2000). 
Banerji et al. (2008) studied a sample of 21,000 ever-married women (aged 25 to 49 and 
having married between 15 and 24 years of age) and found that 86% of the women whose 
parents did not consider their daughters’ consent reported that they met their husbands for 
the first time on or around the wedding day. Caste, socioeconomic status, and religion are 
part of the decision-making process for those arranging a wide spectrum of marriages—
from those that result in patrilocal extended families under male control to those that 
form more independent nuclear families (Nanda, 2000). Some research suggests that 
women in love marriages, as opposed to arranged marriages, tend to experience higher 
rates of IPV. Individuals in love marriages may experience more financial adversity and 
emotional strain, thus leading to more violence (Rocca et al., 2009; Pallikadavath & 
Bradley, 2019).  
Bhat and Ullman (2014) note that scholars have found a wide range of likely 
contributors to India’s failure to address marital violence, including traditional cultural 
norms, conservatism, rape myths, male dominance, and legal loopholes. This lack of 
meaningful change is compounded because of the cultural norm that family matters 
should be regarded as personal and should not be addressed by outsiders, a norm that has 
led to a “culture of silence” surrounding IPV (Milani et al., 2018; Shirwadkar, 2009). 
Structural inequalities in the criminal justice system often results in a revictimization of 
survivors that is exacerbated through sociocultural institutions, including “family, 





state” (Bhat & Ullmann, 2014, p. 63).  
 
Early Age of First Intercourse and Marriage 
 The age of girls who enter arranged marriages or have sexual relationships at a 
young age are at higher risk of experiencing IPV. Women who were married before the 
age of 18 were more likely to experience IPV than those married after age 18, thus, 
suggesting that older age may be a protective factor against IPV. Kalokhe et al. (2018) 
found an inverse relationship between age and domestic violence: younger female 
participants experienced higher rates of domestic violence (p≤0.05 for both). Ahmad et 
al. (2016) also found that younger women (from 15 to 19 years) were more likely to have 
experienced sexual violence as compared with women above 20 years old. Some 
hypothesize this is because women married at younger ages have less “control/power 
within their marriage and have little to no negotiation skills” (Silverman et al., 2008; 





Education is a vital social determinant of health to consider when examining rates 
of IPV. Education can provide women with the skills to manage their households more 
efficiently in the face of minimal financial resources, which can subsequently, decrease a 





ability to become financially independent, enabling her to leave an abusive partner 
(Krishnan, 2005). Panda and Agarwal (2005) posit that men may be more abusive 
towards less educated or poorly educated women because they view them as inferior. 
According to Koenig et al., 2006), women with lower education than their husbands were 
subject to increased IPV, reporting a higher risk of coercive sexual acts and IPV as a 
result of rejecting a sexual advancement. Some hypothesize that husbands may value 
women with education more than those without, further reducing the wife’s chance of 
experiencing IPV (Panda & Agarwal, 2005; Ackerson et al. 2008).  
This is not always the case, though. Ackerson and Subramanian (2008) found that 
women with higher levels of education than their husbands are at increased risk for IPV. 
Some husbands who have less education than their wives “may feel threatened by the 
social status that the education confers and respond by physically abusing her” (Ackerson 
& Subramanian, 2008, p. 94; Weitzman, 2020; Krishnan 2005). Similarly, women who 
are educated and make money may be seen by their husbands as too independent, leading 
to husbands’ greater abuse of them (Ackerson & Subramanian, 2008). Nonetheless, many 
studies have shown uneducated women to be at an increased risk of IPV (such as 
Ackerson & Subramanian, 2008). In these cases, confounding variables make 
understanding a causal connection difficult, as being a member of a Scheduled Tribe or 
Caste is associated with lower SES and less education (Ackerson & Subramanian, 2008). 
Even these data, however, are mixed as a number of studies found no increased risk of 
IPV in less educated women (Shrivastava & Shrivastava., 2013; Raj et al., 2010; Speizer 





education is not only complex but also prone to confounding variables.  
 
Men’s Education 
Several studies found an inverse relationship between a husband’s education level 
and the risk of IPV: as men become more educated, the risk of IPV decreases (Koenig et 
al., 2006; Khosla et al., 2005; Peedicayil et al., 2004). As with women, educated men 
may have better conflict-resolution skills or coping mechanisms to deal with financial 
and other frustrations as compared to those men who have less educational attainment 
(Ackerson et al., 2008).  
Moreover, some hypothesize that men with lower levels of education may feel an 
increased sense of justification for these controlling behaviors (Martin et al., 2002; 
Ackerson et al., 2008). Men with less education than their wives may feel an increased 
need to assert their control and dominance with the use of IPV (Ackerson et al., 2008; 
Panda & Agarwal, 2005). Additionally, there is research to suggest that educated men are 
less likely to engage in behaviors such as substance abuse and sexual dysfunction, both of 
which are known to increase the risk of violence against women (Verma, 2003; Ackerson 
et al., 2008). 
 
Educational Differences 
When both spouses have the same educational attainment, decreased IPV has 
been associated with increased education (Panda & Agarwal, 2005). In a study conducted 





couples with educated husbands and wives—specifically those with 7 or more years of 
education compared to those with moderate levels of education. Couples with higher 
levels of education may be less likely to experience IPV because of their ability to use 
conflict-negotiation skills and settle spousal disputes without resorting to violence 
(Ackerson & Subramanian, 2008). However, to reiterate, when the education level of 
individuals in a partnership or marriage is different, the relationship between education 
and IPV is less clear (Panda & Agarwal, 2005). Finally, it should be noted that some 
research shows no association between educational differences between spouses and IPV 





The research on female employment status and IPV in India is inconclusive. 
Some studies suggest female employment may in fact be a protective factor against 
IPV— especially when linked with other structural improvements for women, such as 
higher education (Dalal, 2011). Some research posits that women with jobs experience 
less IPV because their economic contributions to the family ease the tensions that often 
increase IPV prevalence (Dalal, 2011). According to a study of a slum in Kolkata (49), 
unemployment is a risk factor for IPV; in other words, women without a job are more 
likely to experience IPV (Das et al., 2013). Similarly, Chibber et al. (2012) found that 





experience IPV. Vyas and Watts (2008) maintain that employment gives women more 
power within their households and makes them less vulnerable to IPV. 
However, extensive research has also shown the opposite association, finding that 
employed women are more likely to report IPV (Babu & Kar, 2009; Chin, 2013; Koenig 
et al., 2003; Mahapatro et al., 2012). One explanation routinely proposed for an increase 
in violence with women’s employment is that the increased independence of women with 
jobs further exacerbates IPV due to male partner’s feeling inadequate (Dalal, 2011). In a 
male-dominated culture such as India, an employed woman may pose a threat to her 
significant other, thereby leading to an increase in his IPV against her (Kimuna et al., 
2013; Dalal & Lindqvist, 2012; Chibber et al., 2012). This is especially true if 
employment makes a wife more likely to challenge her husband (Koenig et al., 2003; 
Rocca et al., 2009; Schuler et al., 1996; Vyas & Watts, 2008).  
Others suggest this association could be because women who work have more 
contact with men outside the home, and this may frustrate their male partners and result 
in IPV (Koenig et al., 2003; Naved & Persson, 2005; Kishor & Johnson, 2004; Krishnan, 
2005; Rocca et al., 2009; Verma & Collumbien, 2003). Panda and Agarwal (2005) also 
found that women with “better” employment compared to their husbands reported higher 
rates of physical violence; they posit this is due to the underlying negative consequences 
that unemployed husbands may experience, including increased alcohol use and stress, 
which are both associated with increased violence on the part of the male partner.  
The amount of financial contribution a woman makes may also be a determinant 





sectional analysis, using baseline data from a longitudinal study of young married women 
attending reproductive health clinics in Southern India, found that contributing a portion 
of the household income increased women’s likelihood of experiencing sexual IPV, but 
contributing the entire household income protected them from sexual IPV. The authors 
hypothesize that when the financial contribution reaches a certain threshold, men may 
reevaluate traditional gender roles in light of the value the wife’s contribution brings to 
the family; as a result, they may be willing to adopt new ways of thinking about gender 
and, in doing so, forgo some of their physical or sexual control over their wives (Chibber 
et al., 2012; Schuler et al., 1998). Some geographical differences have emerged that also 
reinforce these mixed results. In a cross-sectional analysis of baseline data from their 
study in urban Bangalore, Rocca et al. (2009) found that women who participated in a 
vocational training program after marriage were more likely to experience IPV (adjusted 
OR 1⁄4 3.1, 95% CI: 1.7–5.8). However, in a study of women in Kerala, Panda and 
Agarwal (2005) found that regularly employed women were less likely to report IPV than 
women who lacked regular employment. 
 
Men’s Employment 
 Husbands’ employment status is also an additional factor in shaping this family 
dynamic. In a patriarchal, family-centered culture such as India, male honor may play an 
important role, as neighbors may criticize a man who is unemployed (George, 2006). 
Unemployment may also lead to alcohol use, which can expose him to the judgment of 





who were employed were significantly less likely (OR 1⁄4 0.2, 95% CI: 0.1–0.3) to report 
abuse than wives of husbands who were unemployed. Finally, employment itself is hard 
to separate from a constellation of other structural factors. Thus, there are confounding 
variables to consider that may also relate to IPV.  
With the socio-ecological framework in mind, the association between education 
and IPV may be better explained by examining community levels of education. Some 
posit that the educational level of a given community may be a larger predictor of IPV, 
arguing that communities with lower levels of education may have more established 
acceptance of violence against women, thus increasing a woman’s risk of experiencing 
IPV (Ackerson et al., 2008). Conversely, communities that have labeled violence against 
women as non-normative behavior may have greater access to support services for 
women (Ackerson et al., 2008). Additionally, IPV in communities can have generational 
implications: a history of witnessing parental IPV may make women more willing to 
accept IPV from their partners (Kamat et al., 2010).  
 
Socioeconomic Status  
There is an inextricable link between socioeconomic status (SES) and overall 
well-being. This remains true in the case of women in India who experience IPV. Ahmad 
et al. (2016) found that gender-based violence was more strongly associated with lower 
socioeconomic status, as indicated by the standard of living index (SLI), Scheduled 
Castes and Scheduled Tribes, and working outside the household. More than one-third of 





Similarly, Sabri et al. (2014) found the odds of experiencing IPV were 2.97 times higher 
for women in low socioeconomic status groups.  
Many studies have found an association between household income and IPV. In a 
study conducted by Kalokhe et al. (2018) domestic violence increased significantly as the 
monthly income of the male spouse decreased (p≤0.05). Pandey et al. (2009) found that 
women with a low household income (i.e., monthly income of about US $70.00) were 
more likely to experience IPV than women with high household incomes. Some 
hypothesize that those with lower SES may be more likely to disagree on financial 
decisions, thus leading to increased arguing and violence (Martin et al., 1999).  
In addition, those with low SES have less access to the types of psychosocial 
services that could alleviate the need to resort to violence (Krishnan 2005). A study done 
by Dave and Solanki (2000) found that women of lower SES were more likely to 
experience marital IPV (64.1%) while middle income SES individuals reported lower 
rates of IPV (21.3%). This pattern was confirmed by Ackerson and Subramanian (2008) 
who found a direct correlation between IPV and SES: women of lower SES were more 
likely to report lifetime-IPV (OR 2.54, 95% CI 2.25-2.86) and recent-IPV (OR 3.05, 95% 
CI 2.60-3.58) than women of higher SES. Additionally, women of higher socioeconomic 
status in Tamil Nadu were less likely to report marital violence (Tichy et al., 2009) 
However, they also found that women of high SES were less likely to seek help or even 
recognize they were being abused, suggesting rates of IPV may be underreported among 
high-SES women in India (Tichy et al., 2009). 





growing economy has reduced multidimensional poverty (United Nations Human 
Development Report, 2019). However, persistent horizontal inequalities remain, 
especially with members of Scheduled Castes and Tribes (United Nations Human 
Development Report, 2019). According to the World Bank (2016, May 27), 270 million 
individuals in India (one out of every five) are living in poverty. 
 Poverty has been widely associated with IPV in India (INCLEN, 2000; Kimuna 
et al., 2013; Sinha et al., 2012; Pandey et al., 2009; Babu & Kar, 2009; Jejeebhoy & 
Cook, 1997). However, poverty may be hard to disaggregate from other socioeconomic 
factors, such as education and employment. Moreover, broad cross-sectional studies do 
not prove causality. Even issues such as women’s asset ownership, which are even more 
closely related to a woman’s material wealth, reveal the complexity of the situation many 
women face in India, where economic empowerment alone may not protect women from 
violence (Dalal, 2011).  
Moreover, poverty may escalate an intimate partner’s reaction to a host of other 
problems. For instance, two conditions that often present in conjunction with poverty — 
food insecurity and low educational attainment — have been linked to physical and 
sexual IPV (Shakya et al., 2016). In addition, external stressors, such as natural disasters 
and pandemics, can exacerbate difficult living conditions. For instance, in 2020, with the 
Indian population being asked to stay at home to slow the spread of the COVID-19 virus, 
women at risk of IPV may experience even greater likelihood of violence, as crowded 
conditions and disruptions to income may result in more violence and controlling 





(Kalokhe et al., 2018) and amplify stress (Roesch et al., 2020), and stress has been linked 
with increased alcohol consumption, which has a direct association with the perpetration 
of IPV (Rao, 1997). In fact, spousal alcohol and substance use is widely considered a risk 
factor for IPV (Kalokhe et al., 2018; Das et al., 2013). Thus, it becomes difficult for 
researchers to definitively attribute IPV to poverty alone when it is often inextricable 
from its multiple causes and multiple effects.  
 
 Acceptance of Intimate Partner Violence 
The acceptance of intimate partner violence as a cultural norm in India is crucial 
to investigate in order to understand why IPV is so prevalent. Globally, women generally 
accept IPV as much or more than men do (Shakya et al., 2016); however, acceptance of 
this practice by both men and women is pervasive. Cultural norms in India have been 
referenced as a justification for IPV, thus increasing social acceptance of this behavior. 
These cultural norms include patriarchy, caste system, son preference, dowry, early 
marriage, female obedience and modesty (Kimuna et al., 2013; Sabarwal et al., 2014). 
Moreover, India’s patriarchal culture allows and even encourages violence against 
women, making it particularly difficult to eradicate IPV in India (Go et al., 2003; Jewkes 
et al., 2010).  
 Women in India often accept and even justify the violence they experience. In a 
study conducted by Chakraborty et al. (2016), 79.4% of women reported feeling that 
violence towards women by their husbands can, in some situations, be justified 





al., 2002; Yount & Li, 2010). According to Das et al., 2013, one-third of women reported 
feeling that violence towards them was justified because they failed to act as a wife ought 
to (Das et al., 2013). This finding is further corroborated by a study done in rural Uttar 
Pradesh and Tamil Nadu (Jejeebhoy & Cook, 1997). Das et al., (2013) found that women 
who reported IPV were twice as likely to justify the use of violence under some 
circumstances. According to the NFHS-3 (2005–2006), the first survey to include 
questions about marital violence (with nationally representative data from a sample of 
69,704 married women) found that 54% of the women believed a husband was justified 
in beating his wife if she disrespected her in-laws or neglected her home and children 
(IIPS and Macro- International, 2007). 
Women who find IPV acceptable are more likely to report experiencing it 
(Abramsky et al., 2011; Hindin et al., 2008; Khawaja et al., 2008; Sambisa et al., 2011). 
However, much of these data are cross-sectional, and thus they lack the longitudinal data 
on the temporal relationship between accepting IPV and being a victim of it (Hindin et 
al., 2008). In other words, it is unclear whether women who experience IPV report 
accepting it in order to rationalize their experiences or whether accepting IPV makes 
women more likely to choose relationships in which IPV will likely occur (Shakya et al., 
2017). This is important to note because it suggests that IPV may be underreported, thus 
underestimating the prevalence of IPV among Indian women (Ellsberg et al., 2008; 
Mahapatro et al., 2012). 
According to the National Family Health Survey-II (NFHS-2), married Indian 





Indian women (Decker et al., 2009). Within marriage, the wife is expected to assume 
certain domestic responsibilities and exhibit certain familial behaviors. For instance, both 
men and women in India are more likely to feel that IPV is justified if the wife fails to 
perform her domestic duties or if she disrespects her in-laws, as compared to other 
possible rationales for IPV, including a husband’s suspicions of infidelity (Kishor & 
Gupta, 2009). Married couples tend to agree in their attitudes toward IPV (Shakya et al., 
2016). Because acceptance of and perpetration of IPV potentially cluster in and may be 
handed down through families, longitudinal studies that track the change of marital 
concordance of IPV acceptability over time can provide valuable insights to inform 
policies to remediate IPV (Shakya et al., 2017). It is particularly important to look at 
changes in individual acceptance of IPV within families and IPV perpetration over time. 
Children who observe IPV are more likely to accept it, making IPV an intergenerational 







PREGNANCY AND IPV  
During pregnancy, women are particularly vulnerable because harm to them may, 
in turn, harm the fetus (Chai et al., 2016; Jain et al., 2017; Berhanie et al., 2019). 
According to Valladares et al. (2005), pregnant women experienced the following forms 
of IPV: slapping, pushing, beating, burning, choking, use of force for sex, coercion, 
psychological intimidation to engage in sexual acts, expressive aggression and 
controlling behavior (Valladares et al., 2005). Pregnant women who experience IPV may 
have resultant vaginal bleeding, infections, premature rupture, preterm labor, intrauterine 
death, and fetal growth restriction, all of which can negatively impact the fetus (Chai et 
al., 2016). Ahmad et al. (2016) found that gender-based violence is associated with 
pregnancy complications and lack of preparedness for delivery, thus increasing the risk of 
morbidity among women and, in some cases, leading to stillbirths or abortions. 
Even among the general population of women in India, maternal and fetal health 
outcomes are concerning. With little improvement from 2008 to 2018, India has been 
found to have not only a high prevalence of poor reproductive health consequences 
(Silverman et al., 2016) but also one of the highest IPV rates globally (Devries et al., 
2013). Though there is a great deal of variation among results by state, studies of women 
in India also report a significant association between IPV and maternal health problems 
(Ahmad et al., 2015; Silverman et al., 2016). Women who experience IPV during 
pregnancy are more likely to report adverse fetal medical complications such as perinatal 





IPV and Pregnancy Outcomes 
Dhar et al. (2018) studied the relationships of IPV and poverty with pregnancy 
outcomes and birth outcomes in India. For the richest and poorest women, the association 
between IPV with miscarriage and stillbirth was less significant. The authors posit that 
this may be because having high resources or experiencing deprivation is a more 
significant contributor to fetal health. That notwithstanding, regardless of a woman’s 
income level, IPV was associated with labor and delivery complications. These findings 
underscore the value of IPV interventions in programs targeting maternal and infant 
health. Likewise, because having a bank account or a mobile phone was associated with 
lower IPV risk, the authors proposed the potential utility of asset ownership in producing 
better health outcomes. However, they noted that women’s income generation was 
associated with both increased risk not only for IPV but also for maternal health 
complications. These findings were in keeping with prior research (Raj et al., 2018; 
Dalal, 2011; Vyas & Watts, 2009; Jeyaseelan et al., 2007; Krishnan, 2005). The data are 
inconsistent, though. Other research found that Indian women’s direct ownership or 
control over assets or household resources was associated with lower risk for IPV (Raj et 
al., 2018; Dalal, 2011; Vyas & Watts, 2009; Jeyaseelan et al., 2007; Krishnan, 2005; 
Panda & Agarwal, 2005). 
 
Pregnancy and Gender-Based Violence from Extended Families 
In addition to IPV, pregnant women in India may be at increased risk of gender-





examined the prevalence of violence against women by husbands and in-laws one year 
prior to and during pregnancy. The results showed that prior and during pregnancy, 34% 
of participants reported IPV and almost half (48.5%) reported gender-based household 
maltreatment by husbands and in-laws. Similarly, the findings of Muthal-Rathore and 
Aurora (2002) support the role of in-laws in the GBV experienced by pregnant women in 
India. They interviewed 800 women (all married and living in an urban area) in a New 
Delhi postnatal ward, and 168 (21%) reported abuse during pregnancy, and pregnancy 
occasioned the first experience of IPV for 40 participants (23.8%). Of the 168 women 
reporting abuse, 157 (93.5%) had experienced it recurrently: 13 (7.7%) reported an 
increase in abuse during pregnancy, 36 (21.4%) a decrease, and 79 (47.02%) no change. 
The study also found that while the perpetrator was the husband in 90 cases (53.7%), it 
was the mother-in-law in 62 cases (36.9%) and other relatives in 16 cases (9.55%). 
Whereas the rate of pregnancy complications was 1.42% (9 cases) in the control group, it 
was 30.95% (52 cases) in the abused group, revealing a statistically significant odds ratio 
(OR) of 31.13 (95% confidence interval, 14.27—69.60; P<0.001). Thus, the husband and 
the in-laws represent potential threats to the health of the pregnant woman in India.  
 
Unintended Pregnancies and IPV 
In India each year, roughly 21% (3.3 million) pregnancies are unintended, which 
means that some 31 million women in India are at risk of having an unintended 
pregnancy each year (Sedgh et al., 2007; Muthal-Rathore, 2002). Unintended pregnancies 





in life, including higher mortality rates and less complete childhood immunization 
(Sabarwal et al., 2012). Unintended pregnancy in India is often the result of both 
structural (including poverty and lack of education) and social factors (Pallitto et al., 
2005), including externally decided pregnancies (Dasgupta et al., 2019) and gender-based 
violence and son preference (Dixit et al., 2012). Women in India who had unintended 
pregnancies were found to be 4.1 times more likely to have physical IPV than women 
who did not (Goodwin et al., 2000). Dhar et al. (2018) found that both physical and 
sexual IPV of women in India was (1) 1.27 times higher among those who had labor 
complications; (2) 1.35 times higher among those who had miscarriages; and (3) 1.27 
times higher among those who had labor complications. 
Dasgupta et al. (2019) hypothesized that women dealing with IPV and externally 
decided pregnancies would be more likely to classify their pregnancies as unintended. 
The authors found that whereas women experiencing IPV are nearly twice as likely to 
have mistimed pregnancies, those having externally decided pregnancies are 
approximately six times more likely to have mistimed pregnancies, with the external 
decision-making forms a more significant association with IPV. Because many current 
policy efforts are focused on addressing IPV through counseling, the authors’ findings 
suggest that IPV screening and intervention alone will not address women's lack of 
reproductive autonomy, especially as roughly 63% of the women having externally 
decided pregnancies did not report IPV. 
 Though the connection between IPV and contraception has been studied, the data 





prevalence of IPV and heavy demand for contraception (Dalal et al., 2012; Stephenson, 
Jadhav, & Hindin, M., 2013); Raj & McDougal, 2015). In some cases, researchers have 
found a positive association between IPV and contraceptive use, suggesting that women 
who experience IPV are trying harder to protect themselves against unwanted 
pregnancies than women who are not experiencing IPV (Dalal et al., 2012; Raj & 
McDougal, 2015). Other researchers, however, have not found this positive correlation or 
have found it only in specific situations (Martin et al., 1999; Chan & Martin, 2009; 
Stephenson, Jadhav, & Hindin, M., 2013). The main determinant of whether 
contraception increases a woman’s risk of IPV is “whether their male partners’ fertility 
preferences and attitudes to contraception contradict their plans to use it” (Forrest et al., 
2018, p. 214).  
 
IPV during Pregnancy 
Studies of women who experience IPV conclude that pregnancy is not a 
protective factor against IPV. In other words, pregnant women are just as likely to 
experience IPV as non-pregnant women. One global systematic review reports the 
estimated prevalence of IPV during pregnancy at around 1-20% (Gazmararian et al., 
1996) while studies conducted in India reported 21-28% prevalence of IPV among 
pregnant women (Campbell et al., 2004). Another study from Bhopal describes reports of 
domestic violence in 13% of all pregnancies (Peedicayil et al., 2004). Still other studies 
find much higher prevalence: a multi-site study reported physical abuse (26%), sexual 





(Mahapatro et al., 2011). Chhabra (2008) studied 2,000 pregnant women in India and 
found that 30.7% of these wives reported their husbands forced them have sex during 
pregnancy — 117 (19%) during the first trimester; 240 (39%) during the second 
trimester, and 258 (42%) during the third trimester. For those who experienced IPV prior 
to pregnancy, 73% reported the frequency of IPV during pregnancy remained unchanged 
while 18% reported an increase and 8% reported a decrease (Jain et al., 2017). Thus, 
pregnancy did not offer any protection from IPV. 
  
Intersectionality of Risk 
Pregnancy may also combine with other risk factors to create an intersectional 
elevation of the likelihood of IPV. For example, women in families of lower 
socioeconomic status, those of Muslim faith and those whose husbands use alcohol were 
more likely to report experiencing IPV (Ler et al., 2017; Dalal & Lindquist, 2012, Shah et 
al., 2009; Das et al., 2013; Sabarwal et al., 2012). As addressed previously, other risk 
factors that exacerbate a woman’s vulnerability to experiencing IPV are ethnic origin, 
education level, employment status, and substance abuse by partner(s) (Jain et al., 2017). 
 
Pregnancy, Poverty, and IPV 
Das et al., (2013) found that IPV was particularly common among pregnant 
women in the slums of Mumbai. In their study, one out of seven women reported having 
experienced IPV either during or after their pregnancies (Das et al., 2013). The authors 





experienced physical (12%), emotional (8%) and sexual (2%) IPV during and after 
pregnancy. IPV after pregnancy was more likely to be reported in Muslim families, those 
who are impoverished, and those with a husband who drinks alcohol or is engaged in an 
extramarital affair (Das et al., 2013). The authors reported that 35% (748) of women felt 
that violence towards her was justified if she argued with her husband, disrespected her 
in-laws, or left the home without permission; 318 respondents reported experiencing IPV 
during and after pregnancy, and the types of IPV reported included: physical (12%), 
sexual (2%) and emotional (8%) (Das et al., 2013). 
These numbers are likely to underestimate the problem of IPV during pregnancy, 
however. For example, Ruikar & Pratinidhi (2008) found that although 18 percent of the 
pregnant Indian women in their study reported IPV exposure, many did not seek help; 
therefore, rates of IPV are often thought to be underreported. This may be because of the 
cultural acceptance of violence against women. Das et al. (2013) confirmed a pattern of 
acceptance of IPV by women in India: one-third of the women in the study reported 
feeling that violence towards them was justified because they failed to act as a wife ought 
to. This finding is corroborated by a study done in rural Uttar Pradesh and Tamil Nadu 
(Jejeebhoy & Cook, 1997). Das et al., (2013) also found that women who reported IPV 
were twice as likely to justify the use of violence under some circumstances. 
Das et al., (2013) found that IPV was particularly common among pregnant 
women in the slums of Mumbai, where one out of seven women reported having 
experienced IPV either during or after their pregnancies. According to Das et al., (2013), 





observed the Muslim faith, had income from the mother, or experienced spousal alcohol 
use. The association between maternity and IPV with poverty had been previously 
established in multiple studies (INCLEN, 2000; Kimuna et al., 2005-2006; Sinha et al., 
2012; Pandey et al., 2009; Babu & Kar, 2009; Jejeebhoy & Cook, 1997). 
 
Older Mothers and Multiple Pregnancies 
The empirical data regarding maternal age as a risk factor for IPV in India is 
mixed. Babu and Kar (2012) found that pregnant women who reported IPV were much 
older than those who did not report IPV, perhaps because younger women are more 
afraid to report IPV. Other studies, however, found no significant association between 
age during pregnancy and IPV (Nongrum et al., 2014).  
If a woman had multiple pregnancies, she was more likely to experience IPV (Jain 
et al., 2017). Moreover, a common trigger for IPV against pregnant women is the desire 
for a male child; therefore, multiple pregnancies resulting in female children may lead to 
an increase in IPV (Jain et al., 2017). Having multiple pregnancies is also associated with 
increased risk of poverty, poor health and partner neglect, thus potentially leading to 
increased violence. Previous studies have identified triggers for IPV, including arguing 
with a partner, leaving without permission, disrespect towards in-laws, inadequate food 
preparation, previous abortion or fetal death, and unplanned or unwanted pregnancy (Das 







Significantly, IPV that occurs during pregnancy can have long-term implications 
for both the mother and child. It can lead to acute and long-term injuries (Heise et al., 
2002). Pregnant women in India who are exposed to IPV are more likely to have an 
abortion (Stephenson et al., 2016). Ler et al. (2017) found that “ever having terminated a 
pregnancy” (AOR=1.46) was significantly associated with past-year experience of all 
forms of IPV. The association may be because the termination of a pregnancy 
exacerbates stress. On the other hand, IPV may make women more likely to terminate 
pregnancies, which would suggest that termination clinics would be useful institutions for 
IPV screening (Hall et al., 2014). Pregnant Indian women who experience IPV are also at 
a greater risk of contracting a sexually transmitted infection (Chowdhary & Patel, 2008; 
Sudha & Morrison, 2011). Studies conducted in India also report that women who 
experience IPV during pregnancy are at increased risk for developing depression and 
other mental health issues (Patel et al., 2002). 
Violence toward Indian women during pregnancy, then, can result in a range of 
adverse health consequences (Bailey, 2010; Mahapatro et al., 2011; Sarkar, 2008; Singh 
et al., 2014). Dhar et al. (2018) determined the prevalence of IPV (physical and/or sexual) 
among mothers who gave birth in the past 2 years in Bihar, India and assessed the 
association of IPV with ever experiencing increased risk of poor birth outcomes (such as 
miscarriage and stillbirth) or of experiencing pregnancy and delivery complications in the 
most recent birth. Nearly 43% of participants reported IPV by their husbands in the past 





the mother and the child (including miscarriage and stillbirth (Dhar et al., 2018). 
Furthermore, IPV during pregnancy is associated with poor birth outcomes, including 
preterm birth and low birth weight (Chai et al., 2016; Berhanie et al., 2019).  
Moreover, pregnant Indian women who experience IPV were more likely to have 
miscarriages or premature labor (Mahapatro et al., 2011) and deliver low-birthweight 
infants (Muthal-Rathore et al., 2002; Sarkar, 2008). There is not sufficient evidence, 
however, to determine the directionality of IPV and poor birth outcomes. IPV may be the 
cause of miscarriage or low birthweight; however, these two variables could also be co-
occurring as a product of living in a specific socioeconomic and cultural environment 
(Das et al., 2013). In other words, IPV may have resulted in a miscarriage; however, that 
event may itself incite more stress and violence (Das et al., 2013).  
As a result of IPV, the child’s survival rate is decreased throughout childhood, 
including the perinatal period (Ahmed et al., 2006); the neonatal period (Ahmed et al., 
2006); infancy (Ackerson & Subramanian, 2009); and childhood (Pandey & Lin, 2012). 
One study found that IPV increased the rate of child mortality because the trauma 
impaired the mother’s ability to properly care for her child (Ackerson & Subramanian, 
2009). Some participants in the study conducted by Das et al., (2013) reported having a 
difficult time caring for themselves and their babies if they were experiencing IPV.  
 
Support for Pregnant Women 
Pregnant women who experience physical IPV are also less likely to receive 





the study by Das et al. (2013), 18% of women sought help for their physical injuries due 
to IPV; however, seeking help outside the familial home was not common. For women in 
rural India, frontline health workers (FHW) may serve as the sole providers of healthcare 
for rural Indian women and could address gender-based violence, identifying those at 
high risk and providing information about strategies to protect themselves from such 
violence during pregnancy. However, these healthcare providers expressed hesitancy 
about addressing GBV with clients, possibly because they did not see it as a health issue 





INDIAN GOVERNMENT ACTION 
According to the National Crime Records Bureau (2011) annual report, 43.4% of 
total crimes against women (19,142) are torture cases, defined as cruelty by husband 
and/or relatives; rather than declining amidst increased awareness of women’s rights, 
these torture cases by husband and relatives actually increased 5.4% from 2010 (94,041 
cases) to 2011 (99,135 cases), and dowry deaths increased 2.7%  from 2010 (8,391 cases) 
to 2011 (8,618). This can be especially devastating as women often face multiple 
perpetrators in the household. According to Mumbai Police and the Tata Institute for 
Social Sciences Special Cell for Women records, 60% of women interviewed reported 
violence within joint or extended-family households: two-thirds of the reports accused 
the husband of abuse, and one-third accused the mother-in-law as the accomplice (Dave 
& Solanki, 2000). These figures represent a significant public health threat. The physical, 
mental, emotional, economic, and intergenerational effects of IPV have been extensively 
researched and point to wide-ranging effects with enormous repercussions for the women 
affected, their families, and the society at large.  
 
Historical Indian Gender-Based Violence Laws  
 The role of the state in regulating women’s bodies in India goes back many 
decades. In 1828, the British passed the Abolition of Sati Act to discourage the coercion 
of Hindu wives onto their husband’s funeral pyres in a sacrificial ceremony. With the 
Age of Consent Act of 1891, the British sought to change the “‘barbaric’ practices of 





(Shandilya, 2015, p. 466). After India’s independence, colonial patriarchal legal 
structures were effectively replaced by national patriarchal legal structures, with the 
result of providing Indian women with insufficient legal protection against violence.  
In 1956, the Indian government passed The Immoral Traffic (Prevention) Act. 
Although this was purportedly written to criminalize trafficking, it is an ineffective and 
even harmful law that has only been worsened by its amendments. By penalizing 
prostitutes, the Act shifts the blame from men to women. Under this law, “any woman 
who is out at night can be picked up by the police” (Agnes, 1992, p. WS-25). Thus, while 
claiming to protect women, it further restricts their autonomy.  
The Dowry Prohibition Act 1961 is based on a narrow definition of dowry as 
“property given in consideration of marriage and as a condition of the marriage taking 
place” (Agnes, 1992, p. WS-24). Dowry gifts of “cash, ornaments, clothes and other 
articles” are excluded, as are payments requested and given after the marriage has taken 
place (Agnes, 1992, p. WS-24). The giving or receiving of a dowry is “non-cognisable 
and bailable,” reducing the risk of punishment; additionally, the government had to 
sanction the prosecution of the dowry-demanding husband (Agnes, 1992, p. WS-24). As 
a result, there were fewer than half a dozen convictions (Agnes, 1992). Moreover, it had 
the effect of conflating all forms of marital violence as dowry-related violence, thus 
confusing the public (Agnes, 1992) and thereby failing to draw attention to the range of 
gender-based violence that women may experience. The Act was amended in 1984 and 
1986, each time to make it more stringent. Even so, the practice of dowry continued as 





natal home (Agnes, 1992). 
 
The Rise of Feminism and the Fight to Address Dowry-Related Violence 
The reluctance of public authorities to address the issue of violence against 
women has been and continues to be a topic of debate. The landmark 1972 rape case of a 
teenaged girl known as Mathura brought attention to the issue of violence against women, 
and it has been on the public policy agenda of India’s government ever since (Basu, 
2013). In 1980, a group of women lawyers and law students formed The Lawyers 
Collective, a nongovernmental organization in New Delhi and Mumbai, to begin political 
advocacy of laws preventing domestic violence. India began adopting policies to protect 
survivors of abuse in 1983 by declaring cruelty to a wife by a husband or his relative a 
non-bailable offense (Kimuna et al., 2013; Kishwar, 2005). However, according to 
Showalter et al. (2020), the provisions in 1983 and 1986, including the “dowry death” 
provision, solely refer to physical violence as grounds for spousal prosecution in the 
event a woman dies from burns or any other injury within seven years of marriage.  
As a result of the 1990 National Commission for Women Act (first proposed in 
1974), the National Commission for Women was set up as a statutory body in January 
1992. It was part of India’s pursuance of the 1979 United Nations’ Convention for the 
Elimination of All Forms of Discrimination Against Women (CEDAW) treaty. India 
signed CEDAW in 1980 and ratified it in 1993, and India’s CEDAW Committee has 
addressed IPV— proposing both statutory reforms and changes that conflict with 





Women is to improve the status of women and to promote women’s economic 
empowerment. It provides reporting options for women and may propose new laws; 
however, the Commission lacks legislative powers and can only issue reports or propose 
non-binding amendments.  
Globally, the end of the twentieth century witnessed an increased effort to address 
violence against women. The UN Declaration on the Elimination of Violence against 
Women (DEVAW), adopted by the General Assembly in 1993 defined violence against 
women as “any act of gender- based violence that results in, or is likely to result in, 
physical, sexual or psychological harm or suffering to women, including threats of such 
acts, coercion or arbitrary deprivation of liberty, whether occurring in public or in private 
life” (General Assembly resolution 48/104, 1993). It specifically addresses marital rape 
and dowry-related violence as among such crimes.  
 
Legal Definitions and Manifestations of Marital Violence in India  
Bhat and Ullman (2014) define marital violence as “violence (physical, 
psychological, sexual, or/and financial) taking place in a heterosexual marriage by the 
husband and his family members against his wife” (p. 63). Section 498-A of the Indian 
Penal Code (IPC) states, whoever, being the husband or the relative of the husband of a 
woman, subjects such a woman to cruelty shall be punished with imprisonment for a 
term, which may exceed to three years and shall be liable for a fine. ‘Cruelties’ in this 
law means: (a) any willful conduct which is of such a nature as is likely to drive the 





(whether mental or physical) of the woman or (b) harassment of the woman where such 
harassment is with a view to coercing her or any person related to her to meet any 
unlawful demand for any property or valuable security or is on account of failure by her 
or any person related to her to meet such demand. (Mathur, 2004, p. 23, as cited in Bhat 
& Ullman, 2014, p. 63). Such definitions, however, fail to account for the full range of 
IPV reported by women in India. 
 
Protection from Domestic Violence Act, 2005 
In terms of helping to protect women from IPV, limited progress has been made 
in the past two decades. The Protection of Women from Domestic Violence Act 
(PWDVA) of 2005, enacted by the Parliament of India and effective in 2006, defined 
domestic violence in terms of the physical, sexual, psychological, and economic acts, 
either by omission or commission, that occurs in intimate relationships not limited to 
marriage (Kimuna et al., 2013). The perpetrator is always male; the victim is always 
female (Mukhopadhyay, 2017). Prior to 2006, the only legal option under the Indian 
Penal Code (IPC) for women experiencing IPV was divorce under Indian civil law or 
criminal sanctions under the IPC (Hornbeck et al., 2007). 
Mukhopadhyay (2017) noted that the extent of protection conferred by the 
PWDVA varies based on whether the PWDVA is interpreted broadly (as a more 
expansive range of types of violence) or narrowly (as physical violence only). According 
to the Lawyers Collective and some scholars, the result has been mixed in terms of its 





condoned India’s patriarchal system by protecting the husband and legitimizing wife 
beating. Two common subtypes of IPV are dowry-related violence and marital rape (Bhat 
& Ullman, 2014). Only the first is addressed in the PWDVA. Moreover, in some of the 
worst cases, the PWDVA does not apply at all, as when a woman is driven to suicide by 
IPV (Mukhopadhyay, 2017).  
 
Marital Rape under the Indian Penal Code 
Despite goals of increasing gender equity and the safety of women, the Indian 
government has failed to pass stringent laws to address IPV, especially sexual IPV. In 
2011, The National Policy for the Empowerment of Women established a goal to advance 
the empowerment of women through access to healthcare, education, career guidance, 
employment equality and occupational health and safety. It also aimed to eliminate all 
forms of violence against women (Sinha et al., 2017). In New Delhi in 2012, the group 
rape and murder of Jyoti Singh Pandey, first referred to by the media under the 
pseudonym Nirbhaya, sparked mass protests and global conversations about India’s 
strategy for confronting the treatment of women, specifically the use of violence 
(Roychowdhury, 2013; Karp et al., 2015, October 5). The response of the Indian 
government to the high-profile crime recalls what Giorgio Agabdem termed 
"thanatopolitics,” in which “state violence and violation exist alongside, yet remain 
implicit and intertwined with biopolitical and disciplinary rationalities” (Roychowdhury, 
2013, p. 288).  





to a 2013 amendment of the Indian Evidence Act, the IPC, and the code of criminal 
procedure regarding some women’s rights, such as protection from sexual harassment. 
However, lax enforcement, corruption, and flawed governance practices have “left 
patriarchy and the caste system intact” (Sinha et al., 2017).  
More positively, the Justice Verma Report (2013) responded to the issue of 
marital rape, which under the IPC was an exception to the definition of rape as sexual 
intercourse without consent. The Committee recommended the removal of the exception 
to marital rape: “Marriage should not be considered as an irrevocable consent to sexual 
acts. Therefore, with regard to an inquiry about whether the complainant consented to the 
sexual activity, the relationship between the victim and the accused should not be 
relevant” (“Report Summary,” 2013).  
Unfortunately, however, no action to do so was taken, and marital rape is still not 
considered rape in India. Indian criminal and civil law still does not criminalize marital 
rape and sexual coercion (Das, 1010; Bhat & Ullman, 2014); in fact, according to Section 
375 of the Indian Penal Code, if a wife is aged 15 or older, a husband is not guilty of rape 
if he has nonconsensual sex with her unless the wife is living separately from the husband 
under judicial order (Basu, 2005). The fact that marital rape typically happens within the 
home may have significant consequences: the lack of witnesses will often mean that the 
criminal justice system will weigh the word of the wife against the word of the husband, 
thus frequently leading to her revictimization (Das, 2010; Basu 2005; Gable et al., 2008).  
Despite the Verma Report and attempts to revise the IPC to address marital rape, 





experienced was not actually rape (Das 2010). Such attitudes, along with gender 
discrimination and the social stigma of rape, deter women from reporting marital rape 
(Prasad, 1999). After the Verma report, some politicians maintained that changing the 
law would “‘destroy the Indian family’” and that nonconsensual sex between a man and 
wife was an issue more appropriately addressed in counseling (Bhalla, 2013, April 23). 
Consequently, there is currently little hope for women who have experienced marital rape 
to find a remedy within the judicial system.  
 
Legal Mazes and Difficulty of Prosecution 
This is only compounded by the fact that, in India, relationships between husband 
and wife or between intimate partners are regulated by numerous personal and secular 
laws (Mukhopadhyay, 2017). In many areas of South Asia, these patriarchal norms are 
pervasive in the health sectors, thus increasing barriers for women to access support 
services (18; Leonardsson & Sebastian, 2017). Additionally, the legal process to report an 
incident of IPV is often costly and time-consuming (Leonardsson & Sebastian, 2017). 
Moreover, if the protection order is not issued immediately after the report of the IPV, the 
individual may be at increased risk of more violence (Leonardsson & Sebastian, 2017).  
Together, these challenges have failed to address the issue of IPV, making Indian 
women vulnerable as they are left to “face the challenges of outdated and repressive 
governance structure, an inefficient legal justice system, a weak rule of law, and 
sociopolitical structures that are heavily male centric” (Sinha et al., 2017). The fact that 





Gender Gap Report reveals how dire these issues are (“Global Gender Gap Report 2020,” 








DISCUSSION AND CONCLUSION 
	
Policy Recommendations 
Combining Bronfenbrenner’s social-ecological model with radical feminism 
makes it clear that the patriarchal culture in India is one of the main driving factors for 
the acceptance of IPV and, thus, for the prevalence of this phenomenon. Addressing the 
complex and intersectional issue of IPV against women in India necessitates a discussion 
about cultural values. Policymakers in India must be committed to elevating the status of 
women and decreasing the widespread acceptance of IPV as a means of punishment and 
domination.  
An obvious first step is to educate both men and women about what constitutes 
IPV and how to use conflict-resolution skills to de-escalate situations that commonly lead 
to violence (Ackerson & Subramanian, 2008). Although this educational outreach should 
be universal, it should more heavily target rural areas, especially areas with large 
populations of members of Scheduled Castes and Scheduled Tribes (Ahmad et al., 2016), 
and urban slums as these represent the geographical areas with the greatest prevalence of 
IPV (Kimuna et al, 2013).  
Second, women need greater access to healthcare services. These include IPV 
screening, family planning services, prenatal and perinatal care, legal services, hotlines, 
counseling, and facilities for women fleeing perpetrators, and even informative 
smartphone apps to identify nearby resources. Similar to educational outreach, these 
services should be universally accessible to women where they live, especially in rural 





must cover a broad range of services as empirical data have demonstrated that 
interventions such as counseling alone are unlikely to create meaningful change 
(Dasgupta et al., 2019).  
Systemic change requires a shift from the dominant patriarchal values. The 
Nirbhaya effect promoted a public outcry against gender-based violence in the wake of 
the gang rape of Pandey in New Delhi (Shandilya, 2015). This demonstrates that India’s 
cultural acceptance of IPV can be altered to include more respect for women.  
While some local and NGO support may be helpful in addressing these needs, 
funding such services needs to be a function of the state. Gender-based budgeting can 
help address the state’s role in perpetuating gender inequalities (Mahapatro, 2018). 
Currently, a woman who seeks to flee an abusive husband not only likely loses financial 
support from her husband and in-laws but also often finds financial support from her 
natal home foreclosed as well. Without significant economic support, women are too 
often trapped, especially because those with the highest risk of IPV tend to have the 
fewest economic resources. 
The Indian state should also address the structural violence of the criminal justice 
system. A glaring deficit is currently the marital rape law. Despite the Verma report 
recommendation  in 2013, marital rape is still legal in India. Legal protection from all 
forms of forced or coerced sex is a foundation for any IPV prevention efforts 
(Shrivastava, 2013; Bhat & Ullman, 2014; Prasad, 1999). Such efforts would entail 
reclassifying marital rape as a serious crime with stringently applied legal punishments. 





universal human right. Such human rights should also include protection of girls from 
child marriages. Though the Child Marriage Restraint Law of 2006 was passed, it failed 
to change the pattern of early marriages in India. In fact, based on the 2011 Census, 
41.3% of girls aged 19 years were married (Mahapatro, 2018). The practice of child 
marriage exposes girls to what often becomes a lifetime of abuse and is part of a system 
of structural violence that must be dismantled. 
 
Suggestions for Further Research 
As was discussed in this literature review, there are many contributing factors that 
exacerbate a woman’s experience of IPV in India; however, gaps in the literature still 
remain. While there is a wide range of literature available on IPV against women in 
India, more research is needed on how vulnerable populations are affected by IPV. To my 
current knowledge, there is no literature on LGBTQI individuals and IPV in India. 
Additionally, there is limited research on women with disabilities, including chronic 
conditions, who experience IPV in India. There are a variety of reasons these data may be 
lacking. IPV is difficult to detect, study, and measure because it requires the report of the 
abuser, survivor, or witness. Members of vulnerable groups may be less likely to report 
an incidence of IPV for fear of further victimization due to their minority status.  
Many scholars also posit that the incidence and prevalence of IPV in India are 
underestimated and underreported (Ackerson & Subramanian, 2008). Therefore, it is 
necessary to continue conducting studies on IPV in India, in order to determine the true 





desirability bias and recall bias, which compound the challenge of collecting accurate 
data to represent the scope of the issue, especially given the cultural acceptance of IPV. 
Subsequently, these studies should be compared to those conducted in other countries 
with similar populations (Sabri & Campbell, 2015) to illustrate patterns and, in some 
cases, to highlight successful policies or programs that have reduced IPV against women 
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